Objective-To assess the five year prognostic significance of transient myocardial ischaemia on ambulatory monitoring after a first acute myocardial infarction, and to compare the diagnostic and long term prognostic value of ambulatory ST segment monitoring, maximal exercise testing, and echocardiography in patients with documented ischaemic heart disease. 
days before discharge (left ventricular ejection fraction), maximal bicycle ergometric testing one day before discharge (ST segment depression, angina, blood pressure, heart rate), and ambulatory ST segment monitoring (transient myocardial ischaemia) started at hospital discharge a mean of 11 (SD 5) (Kaplan-Meier analysis; P = 0.004). The presence of exercise induced angina identified a similar proportion of patients with a poor prognosis (Kaplan-Meier analysis; P < 0.004). Both exertional angina and ambulatory ST segment depression had high specificity but poor sensitivity. The presence of exercise induced ST segment depression was of no value in predicting combined cardiac events. Indeed, patients without exertional ST segment depression were at increased risk of future objective end points (Kaplan-Meier analysis; P < 0-0045). These findings may be explained in part by a higher prevalence of left ventricular dysfunction in patients without ischaemic changes in the exercise electrocardiogram (P < 0.05). Conclusion-There seem to be limited reasons to perform ambulatory ST segment monitoring in survivors of a first myocardial infarction who can perform exercise tests before discharge. Patients at high risk of future myocardial infarction or death from cardiac causes are not identified. Ambulatory monitoring and exertional angina distinguish a small subset of patients who will develop severe angina pectoris demanding coronary revascularisation during follow up. Patients without exercise induced ST segment depression comprise a high risk subgroup in terms of subsequent objective end points. In patients with severe heart failure or life threatening arrhythmias exercise testing was postponed until optimal medical treatment had been instituted. If patients had angina after the infarction during their stay in hospital they were treated with antianginal drugs to eliminate symptoms. If the symptoms were not relieved the patients were referred for coronary angiography before discharge. Such patients were considered to be not eligible for inclusion in the study. The study was approved by the ethics committee at the hospital. Figure 1 shows the selection of patients. Of the 123 patients in the study, 60 had had an anterior infarct and 80 a Q wave infarct. The patients had a mean age of 55 (8) Years Exercise ECG We studied a small number of patients, who were a low risk group (youngish men with a first infarction who could perform predischarge exercise tests). As a result our study is limited by relatively few end points. This problem, however, is to some extent overcome by the prolonged follow up period. We may also be criticised for not calculating statistical power when we decided on the size of the sample population when designing the study.
SUMMARY AND CONCLUSIONS
Our results do not indicate that ambulatory ST segment monitoring should be routinely performed in male patients who can perform predischarge maximal exercise testing after a first acute myocardial infarction. The presence of transient ischaemia does not predict cardiac death or reinfarction during a five year follow up period. A subgroup of patients who are more likely to need coronary revasculation can be identified, but this information is already available from the development of angina during exercise testing before discharge. The precise role of ambulatory ST segment monitoring performed in unselected patients immediately after infarction at the time of maximum risk remains to be clarified.
